CONSTIPATION of a more or less serious character is a very common condition, probably one of the commonest for which patients consult their medical advisers. The surgeon is only called in for cases where the condition has reached an extreme degree, and then only as a rule after the patient has been under medical treatment for years. It is only after all the ordinary, and often extraordinary, methods of treatment have failed that the aid of surgery is invoked.
Although it has become usual to speak of chronic constipation as a, disease, it is neverthless only a symptom common to a great number of totally distinct and separate affections. Chronic constipation, like many other complaints, is in most cases a result of modern civilization and dietary, and is one of the penalties we pay for living on prepared foods.
As constipation is not a disease it can have no distinctive pathology; we can, however, recognize three distinct types (1) Obstructive constipation, in which some definite obstruction exists to the passage of fmcal material along the colon.
(2) Atonic constipation, in which the peristaltic and expulsive power of the colon is deficient.
(3) Undue solidity of the faecal material interfering with its passage along the colon.
Undue retention of fecal material within the body is not itself of importance. It is rather the results of this retention which cause trouble, and for the prevention of which surgical treatment is sometimes sought. jy-16 Of the extremely poisonous nature of the toxins which are produced in the bowel as the result of the retention of fecal material in the colon we have good evidence in cases of intestinal obstruction. Where acute intestinal obstruction occurs the cause of death is almost without exception a profound toxcmia rather than any direct result of the obstruction. Nesbitt, who produced intestinal obstruction artificially in dogs, found that highly poisonous substances were formed in the occluded loops of bowel. The most notable of these were neurin and cholin. Clairmont and Ranzi found by experiment that while the filtrate from the contents of the normal intestine produced no harmful effects when injected into animals, a similar filtrate prepared from the contents of a loop of strangulated bowel produced serious, and often fatal, results when injected. The toxemia in chronic constipation is never so serious as in cases of intestinal obstruction because the poisoning occurs more slowly, and, the bowel wall being undamaged, absorption also occurs more slowly. In time, however, the constant slow poisoning which results from chronic faecal accumulation causes very serious symptoms. One of the most marked of these is a progressive loss of weight. The patient loses most of the natural fat, with the result that the skin becomes loose, and the abdominal organs, which are largely dependent upon their surrounding fat for the maintenance of their normal positions, become loose, and a marked degree of visceroptosis results which still further aggravates the original condition. Discoloration of the skin is another characteristic symptom in bad cases. Usually the skin becomes a dull earthy colour, while in a few cases I have seen large patches of brown discoloration which caused considerable disfigurement. Other symptoms, such as headache, neuralgia, sleeplessness, loss of appetite, and general lack of vitality are too well known to warrant further mention. Not infrequently the most serious aspect of the case is the mental depression which accompanies the toxsemia. I have known patients who threatened to commit suicide, and doubtless everyone has met with similar cases.
While these symptoms are the rule in bad cases, it i8 a curious and well-known fact that some persons appear to be quite immune from the results of faecal retention. Most of us have probably met with patients who suffer severely from constipation, almost to the extent of getting obstruction, and yet never suffer from symptoms of auto-intoxication. I have seen more than one patient who had not had an action of the bowels for over a month, and yet was in excellent health. Such cases are well known, and we must assume either that the poisons are not absorbed or that the patient is immune to their effects. I do not propose to embark here on the various theories respecting the mechanism causing many of these cases of constipation. There has, I think, been too much theorizing and too little practical pathology. Nor do I propose to discuss the question of theoretical kinks which can be demonstrated by X-rays. I shall confine my remarks almost entirely to those cases which have come directly under my own observation, and in which the actual lesion causing obstruction of the bowel was demonstrated. It is only by careful study of cases in which a definite lesion is demonstrable that we can arrive at the truth. The cases of severe constipation which are brought to the surgeon may be conveniently divided into two classes. Cases of obstructive constipation form the majority of them, and the minority is made up of cases of atonic constipation. I propose to deal with these in detail, illustrating my remarks from cases which have been under my care, of which I have made a tabulated list.
CASES OF OBSTRUCTIVE CONSTIPATION.
These form the majority of the cases brought to the surgeon and are those which, in most instances, can only be treated successfully by surgical operation. Operations which are performed for chronic constipation without reference to the underlying pathological cause cannot be considered as satisfactory or scientific procedures, and our greatest difficulty is to be able to make a correct diagnosis, or even working hypothesis, as to the cause of the facal delay. The diagnosis is often made possible by a sigmoidoscopic examination after the bowel has been well emptied by enemata, and I have found this by far the most valuable aid to diagnosis in these cases. The presence of adhesions involving the pelvic colon and kinking it, is readily diagnosed by means of the sigmoidoscope. As a result of using it I have frequently been able to -state that the sigmoid was bound down into the iliac fossa by adhesions; and this diagnosis having been in many cases completely confirmed by a subsequent laparotomy, I have gained considerable confidence in diagnosing adhesions in this manner. X-ray photographs after a bismuth meal or after large enemata of bismuth emulsion will sometimes afford valuable information; but I think we should accept the evidence of these photographs, like all X-ray evidence, with caution. They are of value as confirmatory evidence, but a diagnosis should, in my opinion, never be founded upon X-ray photographs alone, and I have very little faith in the diagnosis of kinks from X-ray appearances when there is not sigmoidoscopic or other evidence to confirm the diagnosis. They are particularly useful in showing strictures such as those seen in pericolitis and in cases of ptosis of the transverse colon. It is obvious that there must normally be a very large number of kinks in the alimentary canal, or it would be impossible to pack nearly 40 ft. of it into the abdominal cavity. A kink in the bowel is of absolutely no importance as long as the bowel retains a reasonable amount of mobility, the kinks straightening out as the contents pass along. A kink can only produce partial obstruction when, owing to adhesions or some other cause, the bowel is so fixed that the kink cannot be straightened out.
It is obvious that by the X-rays it is quite impossible to tell the difference between a normal kink and one due to adhesions. The so-called iliac kink, about which we have recently heard a good deal, is, I think, open to grave suspicion as a pathological cause of constipation. Food naturally accumulates in the terminal coils of the small bowel lying in the pelvis, and there must be a kink in the ileum where it joins the more fixed caecum. The X-ray appearances show a considerable amount of food in the terminal portion of the ileum, and a kink between this portion and the caecum. I see nothing, however, to oppose the view that this is a normal state.
I also think that observations upon the rate of passage of a bismuth meal should be accepted with great caution as proving anything. There can be no question that observations of this nature made by Dr. Hertz and others have been of great value in acquainting us with the normal manner in which the food passes through the alimentary canal. But when it is attempted to prove constipation by this method it is advisable to be very cautious. In the first place, bismuth in large doses is one of the best known drugs for producing constipation, or, in other words, for stopping diarrhoea. Again, bismuth, like other drugs, varies greatly in its effect upon different individuals, and thereby a serious error is brought into the investigation. Moreover, it is not correct to argue that because delay occurs in the passage of the test meal along the ascending colon the obstruction is just in front of it. It would be as correct to argue that the cause of a train being late in leaving Victoria. Station was an obstruction just outside the station, when it is just as likely to be a breakdown at the Brighton end of the line.
Surgical Section
CAUSES OF OBSTRUCTIVE CONSTIPATION.
Adhesions.
This was one of the commonest causes in my series, being present in eight out of the total. Adhesions usually cause chronic obstruction by producing a kink in the bowel which interferes with the passage of anything but fluid feeces along its lumen. When adhesions directly constrict the bowel, as in the case of the formation of a band, the obstruction caused is usually acute. The best description of the different varieties of adhesions involving the bowel is to be found in the article on intestinal obstruction, written by the late Mr. Barnard, in Clifford Allbutt's " System of Medicine." 1 Dr. Tuttle, of New York, has also described a number of cases.2
Cases due to adhesions are generally characterized by well-localized pain in the abdomen, which is especially noticed at the time when peristalsis is active, that is to say, two or three hours after a meal and before the bowels act. The pain, in a few cases, is very severe, and is then probably the result of enterospasm in the section of bowel just above the kink. The worst adhesions were met with in patients who had suffered previously from localized peritonitis or who had had previous abdominal operations. Localized bands of adhesions could, in a few cases, be traced to some definite cause as, for instance, an attack of typhoid fever, inflamed glands, perimetritis, &c. In quite a number of cases, however, in which well-marked bands of adhesions were found, no cause could be discovered. The cause of these adhesions is often very obscure. We know that in some patients adhesions form readily and persist for years, even increasing apparently in length and toughness. In other patients, however, adhesions known to be present rapidly disappear and leave apparently no trace behind.
When a patient recovers from an attack of general or localized peritonitis very extensive adhesions must be left, but there are many well-authenticated cases where a subsequent operation on the abdomen for some other cause has demonstrated the complete absence of any adhesions. I have recorded two cases in my book on " Diseases of the Colon," in which patients suffering from acute volvulus had a temporary colotomy performed in order to drain the loop after untwisting the volvulus, and yet, in both cases, the volvulus recurred after intervals of Allbutt and Rolleston, "System of Medicine," 1907, iii, pp. 704-810. one and two years respectively, and at the operations no trace of the fixation to the abdominal wall was discovered.
Some of the cases in which adhesions have occurred after apparentlyaseptic operations upon the abdomen are probably due to blood clot left in the abdomen. In this connexion I might quote Baisch's. experiments upon animals.'
He performed two series of experiments, in both of which similar peritoneal lesions were produced. In one series complete haemostasis was secured, and in the other varying quantities of blood were allowed to remain in the abdomen. In the first series he found subsequently that no adhesions had developed, while in the second they were constantly present. Operative treatment is the only thing which offers any probability of permanent cure in those cases of partial obstruction due to adhesions. In the past there have been many instances in which the adhesions, after division, have promptly recurred, and the patient has only been given very temporary relief. So much has this been the case that some surgeons have expressed the opinion that it is useless to operate as the patient may be made worse instead of better; while other surgeons have tried using thin sheets of gold, painting the surfaces with gum, glucose, or other substances to prevent the re-formation of adhesions. Nevertheless, most excellent and permanent results can be obtained by operation; but two factors are, in my opinion, absolutely necessary to a successful result. All raw surfaces left by division of the adhesions must be completely covered in, so as to leave no raw surface uncovered by peritoneum, and the most absolute asepticity and haemostasis are a sine qua non. Further, great care must be taken to prevent any-even the most superficial-dainage to the peritoneum.
If the adhesions are divided carefully, keeping in mind the necessity for closing in the raw surface, it is generally possible to close in the exposed area by stitching up the gap in the opposite direction. If not, a little freeing of the peritoneum by blunt dissection, or by the formation of peritoneal flaps, will enable it to be done quite easily. It is necessary to exercise the greatest care to avoid cutting any of the small vessels just under the peritoneum, as bleeding is difficult to stop entirely, and blood clot will ruin the result. I generally do the stitching with fine round-bodied needles, preferably straight, using a continuous mattress stitch and being careful to bury the knots and' to I Beitr. z. Geburtsh. u. Gyndk., Berlin, 1905, ix, pp. 437-80. leave the line of incision so that no thread can be seen anywhere. At first I used fine catgut, but I have now discarded this in favour of sewing cotton. It is difficult to get catgut sufficiently fine which will not break, and moreover, it is not so easy to inanipulate as thread. I always take care to prevent the thread touching the skin, or, in fact, anything but the peritoneum, during the process of sewing, and I use sterilized batiste clipped to the edges of the wound in the abdominal wall.
The first knot should be tied on the underside of the peritoneum so that it will lie outside the peritoneal cavity. The finishing knot can be tucked in behind the line of suture, and if fine cotton thread is used, these knots are very small. Antiseptics should not be used in such a way that any chemical solution can come in contact with the peritoneum. I prefer to have the instruments on a dry towel, and to use dry swabs wrung out of normal salt solution. I always wear rubber gloves, and avoid handling the parts more than is absolutely necessary. When the adhesions are extensive it is, of course, impossible to close in all the raw surface, and such cases are, as a rule, very unsatisfactory to treat. The worst bands can, however, sometimes be treated in this way with considerable relief to the patient. I have obtained the best results in those cases where a single band of adhesions existed. The presence of extensive adhesions in the peritoneal cavity renders it, as a rule, intpossible to obtain a perfect result. Often the best procedure will be to short-circuit the, coil of intestine which is most involved, so as to provide another and less obstructed path for the fecal contents. Each case, however, has to be treated on its merits. But one has always to bear in mind that any extensive separation of adhesions, or prolonged operation, will, owing to the fact that it involves much handling and traumatism of the peritoneum, almost certainly do more harm than good as regards the ultimate result.
In Case XVII I found there was no possibility of separating the adhesions, and I performed appendicostomy with the object of enabling the patient to wash out the colon and prevent the accumulation of hard masses within it. As was to be expected, the operation did not cure the patient, for she still had pain; but it greatly relieved her, and she put on weight and was able to get about better than before. Nearly two years afterwards she stated that she had undoubtedly obtained benefit from the operation.
Some of my best results have been in cases of adhesions, and as nmost of them have been in private patients I have been able to check the results. In the majority of them the condition of the patient is khown from one to three years after the operation.
In five cases the result was all that could be desired a year or more after the operation, the patients describing themselves as cured. In two cases the results were very good, the patients being no longer invalided and the bowels acting regularly without trouble; but the patients still complained of minor symptoms, possibly due to adhesions. Both these patients were neurotic. In one case the result was unsatisfactory. This was a case of extensive adhesions, and appendicostomy was performed.
The essential factors which make for success in operations for localized adhesions are, I believe:
(1) Perfect asepsis.
(2) Doing the operation bloodlessly, and particularly leaving no blood in the peritoneal cavity.
(3) Covering in all raw surfaces and stumps by careful suturing, and, where necessary, by plastic operations on the peritoneum.
(4) Gentle handling of the peritoneum.
Stricture.
There were seven cases of stricture in my series, and in all of them the stricture was due to pericolitis. In five the pericolitis was the ordinary simple form due to diverticule of the colon, and in two it was tuberculous in origin. In the cases due to diverticulitis the patients' ages were 62, 53, 46, 53 and 45, and the stricture was in the sigmoid flexure. In all it was a long tubular stricture and caused increasing constipation, in several cases dating back for some years, with occasional pain. A palpable tumour was detectable in all on careful examination. Two of the cases were thought to be malignant in character, but subsequently proved to be simple pericolitis. In the other five the diagnosis was correctly made. I do not propose to go into the differential diagnosis of this interesting condition, as it would take too long. I would only say that the sigmoidoscope and X-rays were the chief aids in making a correct diagnosis.
This condition is of particular interest in that it is often mistaken for inoperable malignant disease and accounts, I believe, for miiany of the cases of supposed cancer of the bowel which recover after colotomy.
Both the tuberculous cases were hyperplastic tubercle. One was in a lady, aged 26, in whom the sigmoid was affected (this case has already been reported to the Clinical Section of this Society)' and the other in a child, aged 7, in whom the cacal angle was affected.
In three cases the stricture was successfully resected, in two cases by myself, and in one by, another surgeon. In one case colotomy was performed; in two the stricture was short-circuited; and in one no operation was done. All of these seven patients are at the present time in good health. Foreign Body.
There was one case of foreign body. This was a particularly interesting case. The patient had suffered for about a year from increasing difficulty with the bowels, and an examination revealed a hard tumour, about the size and consistency of a fives ball, in the pelvic colon. I supposed this to be a malignant growth, but on opening the abdomen found it was a foreign body. It was removed from the colon through an incision and proved to be a fecal concretion largely composed of hair. The patient got quite well.
Congenital Dilatation.
There was one case of congenital dilatation of the colon in a gentleman, aged 23. He had suffered most severely from chronic constipation all his life, and an examination revealed the fact that his pelvic colon was 9 in. in diameter and occupied two-thirds of his abdominal cavity. It was not deemed justifiable to put the patient to the risk involved in the removal of such an enormous colon, and I performed appendicostomy with the object of enabling him more readily to prevent accumulation in the dilated sac. This was nearly three years ago, and he has been able since then to avoid any serious trouble with his bowels; though I have not recently had the opportunity of examining him, and, consequently do not know if there has been any diminution in the size of the dilated colon.
Kinks or Volvulus.
There are two of these cases in my series. One was in a young man, aged 29, and the other in a lady, aged 40. In both there was a very long mesentery to the pelvic colon, and this portion of the bowel normally assuined a position in which it was half twisted and faeces only passed with the greatest difficulty. Ordinary aperients were quite useless, and the patients were only able to get relief with large eneinata, which had frequently to be repeated. In both cases the history of severe constipation dated back to infancy, and it seemed probable that the condition was congenital. In both I shortened the meso-sigmaoid by rows of Leembert stitches inserted on the outer side with the object of preventing the recurrence of the volvulus. In neither case was the result entirely satisfactory. There was comlplete relief for some time in both cases, but after some mionths the old symptomiis partly recurred, and I believe the mesentery again lengthened and allowed the volvulus to re-form. In another case of the same kind I should resect the sigmoid and performii an end-to-end anastomnosis, so as to prevent any possibility of a recurrence of the volvulus.
Visceroptosis aczd Atoniy of the Bowvel.
These two conditions are, in my experience, so commonly associated that it is most convenient to class thenm together. Of all the cases in my series these were by far the least satisfactory. There were eight of them altogether, and, with one exception, the patients were all women, nmost of them of a highly neurotic type, between the ages of 30 and 45. The symptoms in all were very severe. There was a serious degree of auto-intoxication-almost complete invalidisimi; the bowels refused to act except as the result of the most drastic measures, and the patients had tried almost every imiaginable treatment short of operation. Both the patients themselves and their imiedical attendants were very anxious that something should be done. In all these cases aperients usually failed to produce any action of the bowels, even such drastic purges as 2 oz. of castor oil or two colocynth pills failing to relieve the bowels, and an action was only possible after repeated large enemata.
The degree of visceroptosis present was very severe. In most of the cases the transverse colon, and in some the lower part of the stomach, were pelvic organs. Almost everything in the abdomen had slipped down, and one was surprised that any of the abdominal organs functioned properly. One patient was X-rayed after a flexible metal bougie had been passed into the stomach, and the apex of the bougie was seen to lie behind the symphysis pubis. In all the cases the colon itself was much sacculated and its walls were very thin. Curiously enough, there was no marked weakness of the abdominal wall in most of the cases, while in several the abdominal muscles were quite up to the normal. Certainly in none of my cases could one say that the visceroptosis was secondary to weakness of the abdominal walls. I do not believe the serious delay in the passage of the food residues through the colon which occurs in these cases is due to the abnormal position of the colon or to any increase in the flexures at the hepatic and splenic angles, as has often been suggested, but I think it is due to a general loss of tone in the muscular walls of the colon itself. We are at present very much in the dark as to exactly how or why this occurs.
One sees women with loose pendulous abdominal walls who have marked visceroptosis and yet have comparatively little difficulty in getting their bowels to act. The wearing of a properly fitting belt as a rule makes these patients quite comnfortable and relieves their symptoms.
The seven cases in my list, however, are of quite a different type. They were mlost of them women who had not had children, and there was no marked weakness of the abdominal wall in any of them. There seemed to be no satisfactory explanation why they should have developed visceroptosis. Two of them were under 32 years of age, and one was only 19, and yet they had severe visceroptosis with thin atonic sacculated colons; and medical treatment had entirely failed to get rid of their symptoms.
These cases strike me as very curious, and I have never met with anything quite similar in men. So far as my experience goes there is no surgical treatment which can be depended upon to cure them, unless a definite band of adhesions producing a kink or a chronic volvulus is discovered which can be directly treated. Appendicostomy, by enabling the bowel to be kept empty, gets rid of the auto-intoxication which is one of the most serious symptoms, and therefore gives considerable relief; but I cannot say that it entirely cures the patient, and two of my patients are not able to dispense with the opening after the lapse of three years in one case and one and a half years in the other. I think there is still a great deal to be discovered as to the exact pathology of these curious cases.
Case VIII is of considerable interest, partly because such severe atonic constipation is, in my experience, very rare in men, and partly because of the excellent results which followed appendicostomy. This was one of the worst cases of auto-intoxication I have ever seen, and the patient was thought to be dying. He was extremely emaciated, and his skin was of that peculiar shade that one is accustomed to associate with severe auto-intoxication. At the operation his colon was 201 found to be much dilated and very thin; there appeared to be hardly any muscular tissue in it. After the operation he improved in health in a quite extraordinary manner. The appendicostomy opening was closed eighteen months after the operation, and at the present time his physical appearance compares favourably with that of most men of his age.
Pressure iupon the Bowvel fron ottside.
There were only two instances of this in my series. In one (Case XXII) the constipation, which at the time I first saw the patient was the only thing complained of, was due to a large papillomatous cyst of the left ovary which pressed upon the pelvic colon, and by its weight prevented the passage of anything but liquid through it. Examination revealed the presence of the tumour, and after its removal the patient's bowels again acted in a normal manner. The patient is now quite well eighteen months after the operation. In the other case (Case XVIII) there was a rather enlarged and retroflexed uterus which practically blocked the posterior pelvic outlet. The fundus of the uterus could be felt just within the rectum and acted like a ball valve, almost completely preventing the passage of faeces. Relief could only be obtained by enemata and long tubes which temporarily pushed up the uterine fundus. The uterus, moreover, in this case caused considerable rectal irritation and tenesmus, doubtless from direct pressure on the rectal wall. Similar cases have been described by Dr. Ernest Herman,1 and by Dr. Grace Murray, of New York. In my case anterior fixation of the uterus was attended by the happiest results, and no recurrence of the old symptoms had taken place two years later.
Enterospaism.
In two cases the cause of the constipation appeared to be a local spasm of the colon which produced severe pain and symilptoms of obstruction. In one case (Case VII) the patient had a chronically inflamed appendix, strictured at its base and with a distended extremity, which at the time of operation was found to contain a drachm of pus. The other case (Case XIV) was a very remarkable one. The patient was a lady who had been a more or less complete invalid for ten years.
She was highly neurotic, and it was very difficult to tell how much of her trouble was genuine. She had been labelled as a hopeless neurotic I Practitionter, 1910, lxxxiv, pp. 561-66. by several people who had seen her. She had severe constipation, and frequently passed complete casts of the bowel in mucus. During many of the attacks the pain was so severe as to necessitate the use of morphia, and on several occasions she was thought to be suffering from acute intestinal obstruction. I operated upon her in 1908, and found some adhesions of the sigmoid and a prolapsed ovary which was removed. An appendicostomy opening was established to enable her to wash out the bowel. After this she was very much improved in health for about a year, when severe attacks of abdominal pain and obstruction recurred, and were so severe that I was asked to do something more. I again opened the abdomen and discovered that the gall-bladder was full of gall-stones (forty-four were removed in all). After this operation she became absolutely well, and now for about two years she has remained in excellent health. I think that the severe attacks of pain accompanied by complete obstruction of the bowels which occurred in this case, and led to the supposition that the patient was suffering from some mechanical blockage, were due to an acute enterospasm of the colon set up by gall-stones probably passing down the ducts.
Case XXIX was a very curious one. The patient had quite the worst symptoms of auto-intoxication that I have ever seen, and, although he was perfectly clean, he smelt so badly that it was almost impossible to stay in the room. The wound absolutely refused to heal, and nothing that we were able to do would make the dilated bowel contract, or would insure an action of the bowels. There was no lesion discovered to account for the condition, and it appeared to be a case of progressive atony of the bowel occurring for a period of about two years, and ending fatally. The case was in many ways a mystery and, in my experience, unique.
I have ventured to bring forward this series of cases because the treatment of chronic bowel obstruction associated with auto-intoxication has lately been the subject of much discussion, and it has seemed to me that anything which will help to elucidate the real facts in these admittedlv difficult cases and to discover the pathological causes which underlie the condition cannot fail to be of value at the present time.
I cannot agree with Mr. Arbuthnot Lane in considering that all these cases owe their causation to a common factor, or that they possess a common pathology. It seems to me that there are a great number of different causes of this condition, and I have attempted, with the aid of the cases at my disposal, to bring forward a number of instances in which the causes and pathology have been ascertained beyond reasonable doubt.
Moreover, while I cannot but admnire the brilliant operative results that Mr. Lane has achieved in so formidable an operation as excision of the entire colon in patients who are necessarily in a very bad state of health, I cannot agree with him in believing that so serious an operation is either necessary or advisable. I think better results can be obtained at less risk by discovering, if possible, the cause of the condition and remedying it directly, where possible; and where this is not possible, I think appendicostomy, which admittedly should be an operation almost without any mortality, will give results which can compare very favourably with excision of the colon.
LIST OF CASES.
Case I.-A lady, aged 48, was sent to me with constipation of many years' standing, which was much worse for one year. There was occasional vomiting and chronic abdominal pain. She was a neurasthenic. She had passed meml)rane, had frequently lost weight, and was a complete invalid. She had had several slight attacks of appendicitis. Operation: Appendix removed, which was very long and kinked. I found an extreme degree of visceroptosis. The condition of the patient was not improved. Case II.-A lady, aged 26, was sent to me with a history of increasing constipation. She had had severe abdominal pain for which morphia had to be given, and bleeding from the bowel. There was a seven years' history; the patient was much worse for two years, and had become a complete invalid. Right-sided colotomy had been performed eighteen months previously. She wvas no better, and only weighed 6 st. 3 lb. A sigmoidoscopic examination i evealed a stricture due to pericolitis in the sigmoid flexure. Operation: Hyperplastic tubercular stricture was removed from the middle of the sigmoid. Resection and end-to-end anastomosis performed. There was a complete recovery. The colotomy was closed a year later. The patient is now quite well and weighs 11 st. Case III.-A lady, aged 40, consulted me with a history of alternating diarrhcea and constipation for many years. Operation: I found a kink of the sigmoid flexure due to a long, loose loop falling down behind and to one side of the rectum, which itself had an unduly long mesentery. The meso-rectum was shortened by stitching. There was considerable improvement for ai time, but the symptoms partly returned later. [N.B.-Probably the stitches were not holding.] Case IV.-A gentleman, aged 45, complained of very severe attacks of constipation, accompanied by abdominal pain. He frequently passed mucous casts, suffered much from indigestion, and his bowels only acted as the result of repeated enemata. He was a stout, well-nourished man. Adhesions on the right side were diagnosed. Operation: A complicated adhesion of the great omentum to the right loin, which was kinking the ascending colon, was discovered and remedied. The patient got quite well, and there has been no trouble with the bowels since, nor any pain. This is a year and a half after the operation.
Case V.-A gentleman, aged 38, of very nervous temperament, had been subject ever since he was aged 20 to severe attacks of abdominal pain, accompanied by constipation. These completely incapacitated him. He never felt well. He had tried innumerable treatments. Adhesions of the sigmoid flexure were diagnosed from sigmoidoscopic examination. Operation: A long band of adhesions was found passing from the lower edge of the stomach to the left iliac fossa, and others between the iliac fossa and the centre of the sigmoid flexure. These were divided. The patient got well and put on 2 st. in weight. Excellent result.
Case VI.-A lady, aged 50, complained of intractable constipation witlh frequent faecal impaction, only relieved with difficulty. Sigmoidoscopy revealed kinking of the sigmoid. She had been operated on some years previously for ovarian cyst. Operation: Extensive adhesions were found to the abdominal wall and between the siginoid flexuire and the left iliac fossa. Her doctor writes, eighteen months later, to say that she is in good health and much benefited by the operation.
Case VII.A gentleman, aged 50, had a history of increasing constipation for nearly a year. A tumour in the sigmoid flexure was felt, which was thought to be a malignant growth. Operation: A large stercolith, largely composed of hair, was discovered in the sigmoid, and removed through an incision which was subsequently closed. Complete recovery.
Case VIII.-A gentleman, aged 50, wlho for some time had been steadily losing weight, was sent to me. He was much wasted, had an earthy-coloured skin, and suffered from chronic constipation. He never felt well and was prematurely old. He was so ill that he looked unlikely to live more than a few months. Operation: Appendicostomy was performed. He got completely well, and eighteen months after the operation was in better health and weighed more than ever before in his life. Case IX.-A lady, aged 42, was suffering from intractable constipation. She had an earthy-coloured skin and wa-very thin and wasted. She was a chronic invalid and threatened to commit suicide. Her bowels were never open except after repeated large enemata, and there was severe abdominal pain. Operation: Appendicostomy was performed. There was some improvement, but the patient was far from being cured. Probably some obstruction was overlooked in this case, and a further operation would be advisable. Case X.-A lady, aged 52, for seven years had had attacks of abdominal pain, accompanied by severe constipation and large quantities of mucus in the stools. The attacks had been getting worse, and she seldom felt well. Operation: Chronic appendicitis with empyema of appendix found. The appendix was removed, and the patient was cured. Case XI.-A lady, aged 31, had suffered from severe obstructive constipation nearly all her life. The bowels never acted normally, and defaecation was usually accompanied by pain. Operation: A tough band of adhesions was found between the middle of the sigmoid and the left iliac fossa. The patient was completely relieved by the operation and was delighted with the result one and a half years later.
Case XII.-A lady, aged 30, had suffered from very severe constipation for nearly two years. There was blood at times in the stools, and severe abdominal pain. She was markedly neurotic. Operation: Appendicostomy. A considerable degree of visceroptosis was found. The patient was relieved, but the case is too recent to know the result.
Case XIII.---A man, aged 29, had suffered from severe constipation for five years, accompanied by severe pain in the back and sacrum. Medicine gave no relief. A kink of the pelvic colon was diagnosed. Operation: I found the pelvic colon had an 8 in. mesentery, and had been kinked on itself. The mesentery was shortened by stitching. There was considerable improvement, but the patient was not cured.
Case XIV.-A lady, aged 29, had had very severe attacks of constipation and abdominal pain for ten years. She was almost a complete invalid. Only large enemata would relieve the bowels. She nearly had colotomy performed on several occasions for supposed obstruction. Appendicostomy gave some relief, but the patient still had attacks. A second laparotomy revealed gallstones, which were removed. There was complete and absolute recovery. Probably irritation from the gall-stones had caused spasm of the colon. Case XV.-A gentleman, aged 22, had suffered from very severe constipation all his life. The constipation culminated every few months in an attack of obstruction which, on several occasions, threatened his life; and relief could only be obtained by manual removal of faecal material under chloroform. Sigmoidoscopic examination revealed well-marked congenital dilatation of the pelvic colon, the diameter of the dilated colon being 9 in. Operation: Appendicostomy was performed to enable the dilated colon to be kept washed out. This afforded considerable relief, and the patient has since had no serious attack-that is for three years.
Case XVI.-A lady, aged 32, had suffered from severe constipation for twelve years. She became very much worse, and no drugs would give relief. There was abdominal pain, loss of weight, mucous casts in the stools, and severe visceroptosis. Operation: Appendicostomy. This gave great relief, and the patient put on weight and got practically well. She still remained rather neurotic about herself. All signs of auto-intoxication, previously present, disappeared. Three years afterwards she still had to use the opening, but was in good health and of normal weight. Case XVII.-A woman, aged 45, came to me with a twelve years' history of abdominal pain and constipation. She frequently had severe attacks, with vomiting at times. She had had every sort of treatment. Operation: Extensive adhesions were found beneath the stomach, transverse colon and anterior abdominal wall (presumably the result of a perforated gastric ulcer, of which there was a doubtful history). The adhesions could not be separated. Appendicostomy was performed. The patient improved; the attacks stopped and she was much better, but not quite well.
Case XVIII.-A lady, aged 31, was sent to me from Australia, with a history that she had been an invalid for ten years. There was severe abdominal pain, and tenesmus, and constipation alternating with occasional diarrhaea. Diagnosis: Retroflexed uterus and adhesions of the pelvic colon. Operation: I found the centre of the pelvic colon kinked by adhesions to the iliac fossa. These were divided and the uterus was fixed in the normal position. The patient got perfectly well, and all the old symptoms entirely disappeared. She wrote later from Australia to say she was quite well. Case XIX.-A gentleman, aged 25, came to me with a three years' history of constipation which could not be relieved by aperients. There was also abdominal pain. Operation: The centre of the sigmoid flexure was found sharply kinked by a band of adhesions to the left iliac fossa. The adhesions were divided. The patient got quite well, and the bowels acted easily. Two years later he was still well.
Case XX.-A lady, aged 62, had had increasing constipation for seven years. It was not relieved by aperients, and finally culminated in obstruction, for which colotomy had to be performed. This revealed a large tumour due to .pericolitis in the sigmoid. Four years later the patient was still in good health, but the removal of the tumour was hardly possible.
Case XXI.-A servant girl, aged 19, bad suffered from severe constipation since childhood. She had been very bad for the last three years, and no aperient would produce any action of the bowels. Enemata often failed. There was marked auto-intoxication. Operation: Appendicostomy was performed. The patient became better. The auto-intoxication was quite got rid of, and as long as the opening was used the bowels acted regularly, but she could not do without daily wash-outs. There was no improvement in this respect three years later. Case XXII.-A lady, aged 51, bad for a year experienced severe and increasing difficulty in getting the bowels to act. She had occasional attacks of partial obstruction. The patient was very stout. A tumour was found in the abdomen. Operation: A large papillomatous ovarian cyst was discovered and removed. The patient was quite well a year later.
Case XXIII.-A gentleman, aged 53, had suffered from severe and increasing constipation for two and a half years, gradually getting much worse.
There was pain in, the left side of the abdomen and the groin. Aperients only acted uncertainly, and often not at all. Sigmoidoscopy was performed, and a Jo-17 diagnosis of pericolitis with stricture of the sigmoid was made and confirmed by X-rays. Operation (by another surgeon): A stricture, nearly 6 in. long, was found, caused by pericolitis and diverticulhe in the middle of the sigmoid. Ileo-sigmoidostomy was performed. The patient recovered. Case XXIV.-A gentleman, aged 46, had suffered from very severe constipation, which had been getting worse for some years. There was also pain in the left side. The sigmoidoscope revealed a pericolitis stricture in the sigmoid. A mass was felt per abdomen. An operation was advised, but the patient put it off.
Case XXV.-A gentleman, aged 63, had had severe constipation for some time. This terminated in an attack of acute obstruction which was relieved with difficulty after repeated enemata. There was a tumour in the left side of the abdomen. Operation: Pericolitis of sigmoid fouynd. The stricture was resected, and the patient recovered.
Case XXVI.-A child, aged 7, had suffered from severe constipation for two years with occasional attacks of partial acute obstruction. The abdomen was of a great size. The child was wasting. There was a tumour in the right iliac fossa. The case was diagnosed as tuberculous peritonitis. Operation: Anastomosis was done between the transverse colon and the ileum. The patient recovered. Case XXVII.-A man, aged 42, came to the hospital complaining of severe and increasing constipation, and severe abdominal pain located to the left of the umbilicus. There was no blood and the stools were normal. Operation: A large pericolitis stricture was discovered in the sigmoid, adherent to everything, including two loops of small bowel. It was resected with difficulty, and a temporary colotomy performed. The patient completely recovered, but up to the present time (a year after the operation) he has refused to have the colotomy closed. Case XXVIII.-A lady, aged 35, had suffered from severe constipation, abdominal pain, loss of weight, and constant headaches. There was a history of increasing trouble for two years. The pain was chiefly over the appendix region. Operation: An adherent appendix was removed. A very severe degree of visceroptosis was found. The transverse colon and lower part of the stomach were pelvic organs. The patient was much improved in health nine months later.
Case XXIX.-A man, aged 47, had been very seriously ill for two years with constipation and occasional attacks of diarrhoea. He bad lost flesh to such an extent that he was a mere skeleton. His skin was of a dark grey colour, and had a most unpleasant smell which nothing would remove. The subcutaneous fat had entirely disappeared and there was considerable cutaneous pigmentation. The abdomen was greatly distended. There was no blood but some mucus in the stools, and the urine contained indican. He had a subnormal temperature and a slow pulse. Operation: The whole of his intestines was much dilated and extremely thin, but no other lesion was found. Appendi-209 costomy was performed in the hope of clearing the toxins from the colon.
The wound refused to heal at all, and in spite of treatment the dilatation of the bowel persisted. The bowels at last refused to act, and although the small bowel was opened, he died, apparently from complete inactivity of the intestines, and toxeemia.
Case XXX. A lady, aged 53, lhad for six months been suffering fronm severe and increasing constipation. The bowels only acted with difficulty, and aperients had constantly to be taken. There had been some blood in the stools, and a stricture-possibly malignant-was suspected. Operation:
Laparotomy. No tumour or stricture was found, but there was an area in the sigmoid where the bowel was thick and apparently ulcerated for some inches. There was also an old chronically inflamed appendix. The appendix was removed and the abdomen closed. The patient recovered.
DISCUSSION.
The PRESIDENT (Mr. Clinton T. Dent), in thanking Mr. Mummery for his paper, said he would be glad to hear whether any member would be prepared to uphold the treatment of ileo-colostomy or similar proceedings for such cases as Mr. Mummery had brought forward.
Dr. HALE WHITE remarked that the part of the paper which afforded him most interest was that concerned with the formation of adhesions. Doubtless adhesions often led to constipation, but he thought there was often something more than mere adhesions. All must know of post-mortems on cases of tuberculous peritonitis in wbhich the whole 30 or 40 ft. of bowel was matted together, and it would take hours to dissect it out. The marvel was in such cases that any intestinal contents found their way along at all. Yet in other cases quite a small adhesion obstructed the bowel. He congratulated the author on the advice given for overcoming the adhesions. He had had many such cases operated upon, but many surgeons were averse to operation because of the danger of such adhesions re-forming. But he could relate a remarkable case of an enormous mass of adhesions in connexion with the appendix. This mass caused constipation and pain lasting twenty years. It took two operations of two hours each to free them. But since they had been freed ten years ago the patient had been absolutely well in all respects. There was need for some guide as to why in some cases adhesions were so severe, and in others they did not occur. If they were present he agreed that they should be freed in the way Mr. Mummery suggested. With regard to the atonic cases, he agreed as to their unsuitability as a rule for large operations. Most of these patients were neurotic women, and some of them welcomed operation, and they might be operated upon until they were in a terrible state. He could recall one with two enormous scars in her abdomen where big operations had been done for atonic constipation, but she was not a bit better, and was a hopelessly bedridden woman. The operation in this case was short-circuiting from the ileum to the sigmoid. Perhaps it was that only the failures after operation came to the physician. His own feeling was that he had never seen atonic constipation so severe as to warrant surgical interference. If the doctor in charge would persevere with such treatment as exercises, abdominal massage, electricity, supports, stays, &c., and dispense with the pernicious use of aperients, he would often find the patient would get well and remain well. He could mention a case of a doctor who came to see him because he was so ill from constipation that he had determined to sell his practice. That was nine years ago; but he had been completely cured without operation.
Mr. GORDON WATSON desired to congratulate Mr. Mummery on his paper, which had been brought forward at a very opportune time. The importance of Mr. Mummery's contribution, giving details of thirty patients suffering from marked constipation on which he had operated, lay in the fact that he had demonstrated in practically every case that there was a definite lesion which could be dealt with, and which he had dealt with in most of the cases with success. He hoped other surgeons would be able and willing to produce similar series of cases. He was particularly glad to hear the author point out that the detection of kinks by skiagram did not necessarily mean that theywere pathological. Dr. Hale White had referred to the question of adhesions, and his own view was that sepsis was a very important element in the production of adhesions. When an operation was quite aseptic he did not believe that adhesions formed. With regard to Dr. Hale White's remarks on atonic dilatation of the colon, he certainly knew of one which had not responded to the various forms of treatment referred to. The dilatation had been demonstrated by giving a bismuth meal. The size of the colon was very great. The patient had been suffering from it for about six years, and had been carrying out various forms of treatment during that time. It seemed to be a case which did not respond to treatment, either medical or surgical.
Mr. IIAROLD CHAPPLE said he had been intensely interested in the subject of Mr. Mummery's excellent paper for some time. While he was in complete agreement with him as to the importance of the r6leplayed by auto-intoxication from the bowel, he could not agree as to the causes of the intestinal delay. He had himself seen quite a number of ileal kinks, and in his opinion there was no room for doubt as to their existence. It was scarcely possible to deal with such a large subject in a few minutes, but he would like to state that as a gyneecologist he had had the chance of dissecting a number of feetuses, and he did not find ileal kinks in them. He had also examined many women in the post-mortem room before any of the abdominal viscera had been removed, largely with the idea of becoming more fully acquainted with the pelvic viscera, and had found a variety of adhesions present in the region of the ileum. In actual practice he had seen their presence diagnosed beforehand; he had seen the bismuth meals obstructed at the end of the ileal portion of the gut, and when the abdomen was opened the kink was found and undone. With regard to the treatment of this condition, if the mere undoing of the kink would only turn out to be sufficient it would be excellent, as no one wanted to remove colons unnecessarily, or to perform ileo-colostomy. But, unfortunately, experience showed it was not so, owing to the subsequent re-formation of the bands. The condition was frequently diagnosed as chronic appendicitis, and he had seen at least forty cases in which the appendix had been removed without producing any benefit. In these cases the ileum had been found to be obstructed in different degrees. He did not know whether surgeons would agree as to the causation of these adhesions, but as to their existence he thought there could be no doubt. He was much interested in the case spoken of in which the uterus was retroverted and rammed back on to the rectum. That was, in his opinion, a secondary condition. Intestinal delay was associated with auto-intoxication, and the products absorbed produced a loss of fat and tone in the uterine supports, with degenerative changes in the uterus itself, so that it became retroverted and its blood supply interfered with. The condition was treated frequently with a Hodge pessary, and the uterus was tilted forward, or it was sewn up to the abdominal wall, with a good result. This treatment did not, however, deal with a primary cause. In the treatment of intestinal stasis the one difficulty which had not been overcome was the occasional formation of post-operative adhesions. They were not, however, peculiar to this type of operation, as they occurred occasionally in all varieties of abdominal surgery, and all efforts at their prevention had, so far as he knew, proved futile. Their causation was quite obscure.
Mr. H. W. CARSON desired to raise one point. He understood the author did not deny the existence of the adhesions; indeed, to do so at the present day would be futile, because all surgeons must have seen them, and the more cases of chronic constipation were operated 4upon the more adhesions would be seen. In a number of cases of chronic constipation the main symptom was pain and tenderness-, with its maximum at or near McBurney's point. It had been too much the habit to diagnose such cases as appendicitis, and the surgeon had been content when operating with removal of the appendix through a small incision. But during the last year or eighteen months he had been much struck with the fact that a larger incision, exposing the ctecal region and the caput cteci, would bring to light a curious form of adhesion known by Americans as membranous pericolitis. . He had operated upon several such cases, and found it a very definite condition. On division of the kink the intestine at once unrolled itself, and the obstruction was over for the time. His experience had been much more in connexion with sheaths of membrane lying over the ascending colon than in actual ileal kinks; but he had seen the two conditions occurring together. He pleaded for a wider exposure of the abdominal viscera in cases of localized pain in the appendix region where the patient also had constipation.
Mr. MUMMERY, in reply, said it was true that in cases of tuberculous peritonitis one found children with the whole intestine matted together, and that it was wonderful how anything passed through. It was well known, however, that the type of adhesion most liable to cause obstruction was a single localized band, which produced constriction by kinking. Wheie there was general matting there was not the same tendency to a localized obstruction. In answer to Mr. Chapple, he thought the whole subject required attention for some years to come, because it was most important to clear it up, and to find out what was the exact pathology of cases of chronic constipation. If every one who operated on these cases would publish their reports in detail, there would be a definite basis to go upon. The difficulty was that in many cases details were not published. His point about kinks was to advise caution about assuming that all kinks were pathological. He was quite familiar with the so-called membranous peritonitis, and he had met with cases in which a thin transparent membrane covered over several portions of the bowel, but he did not regard this condition as necessarily pathological, in the sense of producing difficulty of passage of the colon contents. One must accept with great caution the evidence derived from the dissection of feetuses in relation to the arrangement of the peritoneum. The caecal angle was the part of the colon most liable to be abnormal, and there was extraordinary diversity in the arrangement of the peritoneum at that spot. That made one cautious about generalizing from post-mortem findings. It was difficult to know how much of the kinking was pathological in the production of obstruction, and how much was not. He believed the case in which the uterus was retroflexed was an exceptional one, and he did not think the retroflexion was the cause of all the symptoms. At any rate, after fixation of the uterus, the patient, who had been bedridden for twelve years, got well, and has remained so for several years.
A Case of Thrombosis of the Veins of the Colon causing
Obstruction.
By H. W. CARSON, F.R.C.S.
THE patient was aged 73, very well preserved, and with a good previous history. He stated that his bowels had been irregular for the previous six months, with alternate diarrheea and constipation; once he passed a little blood. He has of late had vague abdominal pains, as he says; " due to wind," and a fixed pain in the left iliac fossa. There has been no loss of flesh. One month ago he had an attack of partial obstruction.
November 16, 1910: In the morning abdominal pain, with vomiting and some distension. Relieved by enema.
